This article briefly describes how to structure a program evaluation to embrace the ROAR Factor. ROAR stands for return on allocated resources, which implies that we need to measure ALL the allocated resources, not just direct out-of-pocket costs, and ALL the returns, not just reductions in medical costs or similar objective outcomes. The ROAR Factor also means focusing programs on what makes people feel great, what makes them want to roar, and measuring how well we are doing in helping people feel great.
In the September 2015 issue of this journal, I suggested that we move beyond ROI (return on investment) and embrace a new paradigm, the ROAR Factor, in evaluating health promotion programs. 1 ROAR stands for return on allocated resources, which implies that we need to measure ALL the allocated resources, not just direct out-of-pocket costs, and also ALL the returns, not just reductions in medical costs or other objective outcomes. The ROAR Factor also means focusing our programs on what makes people feel great, what makes them want to roar, and measuring how well we are doing in helping people feel great. This article briefly describes features unique to incorporate in an evaluation that embraces the ROAR Factor. There are some differences in the overall approach, study structure, how data are analyzed, and how results are reported and applied, but the biggest differences are in what is measured and how it is measured. Each of these elements is briefly reviewed, with more emphasis on the what and how measurement elements.
These comments represent a combination of practical recommendations and philosophical musings about what might become reality in the future. Please bear with me.
Overall Approach
The overall approach needs to be a combination of quantitative and qualitative analyses. Quantitative analyses will focus on the traditional, more objective measurement of outcomes, including participation, health status, medical costs, productivity, etc. Qualitative analyses will be the human texture behind the numbers, including why people did and did not participate in programs, why they were and were not satisfied, why they were or were not successful in changing a behavior, and how the program made them feel.
Goals and Purpose
The evaluation should have two primary goals. First, the evaluation should provide an objective measurement of the effectiveness of the program in engaging people in programs, improving health outcomes, controlling medical costs, and contributing to other organization-level goals that have been set, in terms of both absolute outcomes and costeffectiveness. Implicit in this planning is a thorough review of organization priorities and how the program is expected to contribute to those priorities.
Second, the evaluation should produce information that can be used to make the program more effective in achieving its stated goals, especially how to get better and better at helping people feel great. We need to accept the reality that helping people feel great is a very high bar that may never be reached for all members of any given population, but will be approached only by relentlessly striving to achieve that goal.
Study Structure
The structure of an evaluation that embraces the ROAR Factor will be similar to a typical evaluation effort. Quantitative analyses of organization-level outcomes like overall population health status, health-related behaviors, and medical costs should be in a quasi-experimental longitudinal structure, usually with nonparticipants as the comparison group. Pre-post, nonexperimental designs will be adequate for individual health behavior change interventions, especially if their efficacy has already been confirmed through experimental designs. Randomized controlled trials are not feasible for most health promotion program evaluation efforts, especially in workplace settings.
In contrast, most qualitative analyses will use nonexperimental designs, with measurements taken once before, during, or after interventions. The purpose of these snapshot assessments is usually to provide insight into why programs are working or not, rather than if they are working.
Decide What Needs to Be Measured
The biggest difference in studies that embrace the ROAR Factor is WHAT is measured, with the goal of capturing all of the resources allocated to the program, as well as all of the returns.
To do this well, we will need to do a much better job of documenting all of the costs or resources allocated to programs. Obvious costs include direct payments for purchases of materials, equipment, resources, services, and other expenses paid to vendors that support programs. Other obvious costs include salaries and benefits of internal employees dedicated to the wellness program. Less obvious costs include staff time spent by employees in human resources, medical, facilities, purchasing, and other departments that interface with the health promotion program, as well as the time spent by senior managers in planning and monitoring the program. Other less obvious costs include the rental or purchase cost of office and activity space. It may not be feasible for most programs to measure these costs directly, in which case it may make sense to estimate these costs by allocating the organization's standard overhead cost rate or indirect charge rate to the program. Adding indirect costs might increase program costs by 25% to 50%, depending on the ways these are estimated by the organization.
The biggest undocumented cost for most programs is the time employees spend completing health screenings or HRA's (health risk appraisals) or participating in other aspects of the program. Estimating these costs is complicated by the need to know how much of this time is paid work time, flex time, or personal time, and the extent to which participating in these programs during work time does or does not interfere with work. For example, if an employee participates in a program during a slow work time of the day or week, and is required to finish all assigned work for that day or week, there may be no interruption to work flow and no net staffing cost to the organization. Similarly, if an employee participates in all programs before or after work, during unpaid time, participating in programs adds no staff cost to the employer. In contrast, if participating interferes with work on time-critical projects, there will be a net staffing cost to the organization. Allowing employees to take an hour to complete a health screening and/or HRA during paid work time might add $28/employee to the cost of the program, assuming an average annual salary of $58,000 (~$28/h including 30% for benefits). 2 Similarly, the cost of financial incentives for participating in programs or meeting health goals also needs to be accounted for correctly. For example, many organizations that offer significant financial incentives pay for the incentives by adding all or most of the costs to the health plan premium charged to employees. This allows employers to break even on these costs, or even earn a net gain. In contrast, employers who pay the incentive cost out of pocket have a net increase in program costs.
Finally, revenues earned from fitness center memberships and other fees and reimbursements from health insurance carriers need to be deducted from expenses.
As a field, we also need to learn how to capture all the benefits produced by health promotion programs. Most programs that attempt to calculate the ROI of their programs focus on medical costs, both because medical costs are such a huge expense and because those costs are already carefully measured for other purposes. Dozens of studies with reasonable methodology have reported returns in the range of $2 to $3 returned for every dollar invested, 3 but in addition to not measuring all of their program costs, they do not measure all the benefits.
Measuring the impact of programs on productivity has the potential to show much greater returns than medical cost savings. For example, assuming an average annual medical care cost of $6000/employee and an average cost of salary and benefits of $58,000, a 1% reduction in medical costs would be worth about $60, whereas a 1% increase in productivity should be worth about $580 if only the direct cost of labor is included. However, to reflect the full value of goods and services produced by each employee, the 1% increase in productivity should reflect revenues earned per employee. For example, if total payroll costs represent 30% of total revenues, a 1% increase in productivity might really represent $1933 ($580 ‚ 30%) for an average employee. The returns would obviously be much greater for higher-level and higher-paid employees. Indeed, nearly a dozen studies with reasonable methodologies have shown ROIs of nearly three to one just for absenteeism, 4 which is one small element of total productivity. Scientists have focused on absenteeism as a partial measure of productivity because it is easier to measure than other aspects of productivity. This is despite valiant efforts to measure productivity through selfreport questionnaires. 5 The greatest benefits might actually come from intangible benefits related to the core purpose of the organization. For example, a commercial fitness center chain wanted all of its employees to be involved in fitness activities and be passionate about healthy lifestyles, both because it was consistent with their core business and because they believed it would help employees establish rapport with members. Wisely, they did not require or expect employees to be elite athletes with highly chiseled bodies. Indeed, they welcomed employees from a wide range of fitness and skill levels because their members represented the same wide range. The health promotion program consisted of giving all employees full access to all facilities and programs at no cost, flexible schedules to be able to work out during the day, and tools to help them track progress and be involved in teams and fitness support groups with fellow employees. The marginal cost of offering this program to employees was small, because all the facilities and programs were in place for the members. An indirect benefit was that it helped them attract and retain excellent staff, made the staff more qualified to do their jobs, and enhanced the public image of the fitness center. The fact that employees were healthy and hardly ever sick was a bonus.
A large service organization had an internal police force that consisted of retired police officers who were selected largely for their ability to get along with customers and handle security in a sensitive environment, but with no regard for their fitness levels. Unfortunately, many officers had become obese because their jobs were much more sedentary than the police work they had done earlier in their careers, but they continued eating huge quantities of food. Several were so obese that they could not run to the scene of urgent security situations that occurred on a regular basis. A health promotion program was set up to help them get back in shape. The program consisted of nurturing a culture in which fitness was embraced as a core value necessary to be effective on the job, providing medically supervised individualized fitness programs including fitness facility access for each officer, and addition of a fitness test to the job interview. The program was expensive because of the individual attention, but was deemed necessary to help the officers regain the physical conditioning necessary to be effective to in their work.
A core goal of the health promotion program of a hospital was to enhance patient care by helping employees be positive health role models for patients and helping clinical staff better understand the challenges of lifestyle change by giving them the opportunity to struggle through the change process themselves. Improving patient care contributed to improved patient outcomes, which was the core goal of the hospital. Improved patient outcomes transcended financial outcomes for the hospital; it also ensured a steady flow of patients and contributed to the hospital's being one of the most cost-effective medical providers in the nation, which in turn enhanced its fiscal sustainability.
One of the best examples of this perspective on program benefits comes from a field separate from but similar to health promotion. . .worker safety. In 1987, when Paul O'Neill became CEO of Alcoa, a global steel manufacturer, he announced that worker safety would be THE top priority of the company and the most important measure in assessing the effectiveness of managers. The immediate benefit was enhanced employee morale, because top management was telling workers that their safety was critical, not just to reduce the devastating personal impact of an injury, disability, or death, but also recognizing that the workers' well-being was integral to the success of the business. During O'Neill's tenure, from 1987 through 2000, workdays lost because of injury dropped from 1.86 per 100 workers to .2. In the same period, total revenues grew from $2.9 billion to $22.9 billion and profits grew from $264 million to $1.5 billion, and the value of the stock quintupled. Other factors, especially corporate acquisitions, caused the growth, but O'Neill continues to credit the focus on worker safety as the platform that made it possible.
Decide How to Measure Important Information
Once an organization decides what to measure, i.e., the outcomes it hopes to achieve through the health promotion program, it needs to figure out how to measure these outcomes. For most organizations, the standard measurement tools and protocols should stay in place. These include using administrative data to track participation in all programs; HRAs and health screenings to measure health behaviors, medical conditions, and motivation; medical claims data to measure medical costs; and absence records to measure absenteeism.
Some of these measurement tools can be modified to capture new information or add texture to others. For example, questions can be added to the HRA to measure the extent to which employees feel the program improves their overall quality of life, or helps them feel ''great.'' Similarly, comment boxes can be added to the HRA to give employees a chance to share stories about successful health improvements they have made or share ideas for improving programs.
Other data can be captured from existing measures of important organization variables. For example, if morale, customer satisfaction, employee retention, and other factors are critical to the organization, there will be existing protocols in place to measure them. These existing measurements can be minded for the evaluation, just as measures of medical costs are minded now.
However, new measures will need to be developed for some factors. For example, at the process evaluation level, the most efficient way to discover why some people are not participating in programs may be to ask them face to face, in either a one-to-one or group context. Similarly, it may be easier to capture a more complete sense of how a program impacts a person's sense of well-being by listening to the person's actual words in a face-to-face discussion.
The biggest evolutionary step necessary to embrace the ROAR Factor in program evaluation will be embracing qualitative research strategies and the integration of quantitative and qualitative research. Qualitative research is an integral part of sociology, anthropology, history, marketing, political strategy, and many other fields. As an industry and scientific discipline, it is probably as well developed as the entire health promotion field, maybe more so. Its protocols are documented in textbooks, scientific and trade journals, and professional and scientific societies, and applications are practiced by scientists, nonprofits, and forprofit consulting firms. Despite the sophistication of its methods, talents of its experts, and contributions it could make to the field of health promotion, it is a virtually unknown resource among most health promotion professionals. Describing the full scope of qualitative data methods is beyond the scope of this article; a few obvious approaches are mentioned in the discussion on data analysis below.
Protocols to Analyze Data
All of the data analysis tools used for typical evaluations will continue to be used in evaluations embracing the ROAR Factor. Descriptive statistics will be used to report demographics, point-in-time measurements of participation, health status, medical costs, etc. Statistical analysis protocols will be used to measure change of important measurements over time. ROI analysis will evolve to ROAR to incorporate all the costs and benefits that can be objectively measured, but the basic analysis approach will remain the same.
One of the most basic qualitative analysis strategies is extracting data to tell stories about real people. Our focus should be on capturing and sharing stories about how a program changed someone's life. It might be a story about how using an evidence-based approach helped a smoker finally quit after decades of failure. It might be about how serving nutritious food in a cafeteria provided a steady supply of nutritious food to a low-income worker for the first time in her life. It might be about how support from coworkers and easy access to places to be physically active changed a woman's self-image from a sedentary nonathlete to someone who built physical activity into as much of her life as possible. It might be about a health screening that helped a worker discover unknown hypertension and a follow-up treatment plan that brought it under control and prevented a cascade of health problems. In my own experience, and despite the fact that I have never developed any special skills in capturing and sharing stories, stories about real people making real changes in their life have been more effective in motivating CEOs to fund programs than reams of statistics.
Although they are rarely used in workplace health promotion, cost-effectiveness analysis and comparative costeffectiveness analysis are commonly used in public policy circles to combine qualitative and quantitative analysis. They are very useful approaches when the costs of a program and the number of successes are well documented, but the financial value of the success is difficult to document. One of the most frequently cited classic articles on this topic is a 1995 analysis by Tengs and colleagues 6 of the cost per life year saved for 500 lifesaving interventions. In health promotion, the focus might be cost per program participant, per satisfied participant, per participant who says his or her life is changed, per smoker who quits, per participant whose blood pressure is well managed, per sedentary person who becomes active, etc. Once these costs per success are calculated, the organization asks if it worth it to spend $200 per participant, $800 per successful tobacco quitter, $300 per participant with managed blood pressure, etc., and then focus resources on efforts that produce an acceptable level of impact for the cost.
Reporting Results
The second to last step is reporting all the results that are important to each of the important audiences. To do this effectively, the important audiences and what information is important to them need to be confirmed at the very beginning of the process, before data are collected. In addition to focusing on the content important to each audience, presentation style should be tailored to how each audience perceives and processes data. All audiences need to see the numbers and people behind the numbers, i.e., the quantitative and qualitative data, but scientists and accountants will want more quantitative data; CEOs will want bigpicture results and help understanding how those results impact the organization's priorities; and stories of real people making successful changes will probably resonate with typical employees.
Applying Results
The final step in any program evaluation is making the best use of the evaluation results. If the data are not used to confirm that resources are being used well, refocus resources in more effective ways, improve the program, or provide critical updates to important audiences, we need to ask why scarce resources are being used to conduct the evaluation. This reminds me of a lesson I learned more than 30 years ago. One of my colleagues was in charge of market research for a large utility company. He received dozens of requests for telephone, mail, and focus group studies every month. He had limited resources to conduct the studies and, equally important, limited willingness of the public to participate in the studies. For every single study request, he asked how the information collected would be used to make what decisions. For each question to be posed in each study, he asked for the specific insight each question would provide in making the decision that had to be made. He rejected requests that could not provide compelling responses to these questions. If we clarify the purpose of the evaluation in advance and collect the information important to each important audience, our evaluations will be recognized as important. If not, they will be ignored as a waste of resources.
In Conclusion . . .a Beginning
My goal for this article is to provide a framework that scientists and practitioners can use to incorporate the ROAR Factor into their program evaluations, and a straw man to stimulate discussion on how to flesh out and perfect this approach. I look forward to seeing others expand upon and improve it. 
